population was studied at 14 and 15 years of age (Graham & Rutter 1973 ). An Australian study showed that up to the age of 5 years, only 25% of all children are free from behaviour disorders (Cullen & Boundy ·1966) . Hodgkin (1973) estimated the diagnostic incidence of childhood behaviour disorders in general practice as 24 per 1000 National Health Service patients per year, while in South Australia 10% of children consulting a general practitioner presented with a behaviour problem (Winefield & Moss 1975) . A survey of general practitioner consultations in West London showed that the proportion of 'psychological only' consultations was 3.5% of all child attendances. However, when those children with both physical symptoms and psychological problems were added to this, then 25.7% of consultations had been accounted for (Bailey et 01. 1978) . A considerable proportion of the general practitioner's work with children involves the recognition and care of those with psychological difficulties.
Some children under emotional stress present with behaviour disorders. Others, similarly stressed, develop physical symptoms and the emotional origin of these is often overlooked in the search for an organic cause. Recurring physical symptoms, such as headaches, abdominal pain and vomiting, are often manifestations of childhood neurosis.
In a series of 200 children with recurrent abdominal pain, only 7% had an organic cause (Apley 1975) . Only 4 children of a series of 80 referred to hospital with recurrent headache were found to have a physical cause for their symptom (Apley et 01. 1978) . In a series of 213 children with recurrent limb pains, only 7 were found to have a serious disorder (Apley et 01. 1978) . Thirty-eight patients with recurrent vomiting were contacted 2 to 14 years after their original examination; none had developed an organic cause for their symptoms (Hoyt & Stickler 1960) .
Even in infancy physical symptoms may have an emotional rather than a physical cause. Feeding difficulties and vomiting may be a manifestation of depressive illness in the mother (Carne 1966) or other stress within the family.
Predisposing factors
Knowledge of those factors that increase the incidence of behaviour disorders is essential for both prevention and early recognition of those at risk.
Genetic
Twin and adoption studies have shown that genetic factors contribute to the aetiology of childhood behaviour disorders, but the means is not clear. The disorder itself is not inherited, but a predisposition to it may be (Shields 1977 ).
Child's previous medical history and development
Most children with chronic physical disease have no psychiatric disorder, but the tendency for them to develop one is greater than with children in the general population (Rutter et 01. 1970) . There is no constant relationship between the nature of the physical condition and the type and severity of the behaviour disorder that may arise.
Any form of sickness in children exaggerates an existing tendency towards abnormal behaviour, although such behaviour does not necessarily occur at the time of the illness (CUllen & Boundy 1966 ). This effect is particularly marked if the illness has been associated with separation of the child from his mother, such as during hospital admission. Multiple hospital admissions in the pre-school years are associated with an increased incidence of behaviour disorder and delinquency (Quinton & Rutter 1976) . However, such admissions are more likely with children who come from disadvantaged homes and this contributes to the increase.
The rate of behaviour disturbance in children with asthma is nearly twice that of the general population and for children with epilepsy and neurological disorders three times that rate (Rutter et al. 1970 ). Such increased rates of behaviour disorder are probably related to the emotional reactions of the child and his family to his physical illness -reactions which may include his rejection, overprotection or overdependency.
Diabetes mellitus (Swift et al. 1967 , Carne 1975 , cystic fibrosis (Pinkerton 1978), epilepsy (Lindsay 1972 , Brown & Falconer 1977 , and haemophilia (Bronks & Blackburn 1968) are chronic diseases that have been associated with an increased incidence of childhood behaviour problems.
Parents'medicalhistory
Parental sickness predisposes to an increase in the child's behaviour disorder, and this relationship is more clear cut than that of the child's own previous medical history (Cullen & Boundy 1966) .
One in five children attending a psychiatric clinic had a mentally ill parent and this was three times the incidence for closely matched controls (Rutter 1966) . The incidence of chronic and recurrent physical illness in the parents of children attending this clinic was twice that of matched controls. Twice as many of these children had lost a parent through death as one could expect from comparative death rates in the general population.
The risk of developing a behaviour disorder after the death of a parent is often delayed until adolescence. The reasons for this are not clear. Bereavement has dramatic effects on family life -for example, the surviving parent may become severely depressed, the family may have to be broken up, or there may be serious social and economic consequences if it is the breadwinner that has died. Remarriage of the surviving parent and difficulties with a new step-parent may also be involved.
A mother's previous obstetric history can affect her relationship with her child. The child born after numerous miscarriages, after a long period of infertility or after the death of previous children, may be overprotected and smothered.
Siblings'medicalhistory
Chronic illness and handicap in other children of the family also contribute to the development of behaviour problems. The presence of a handicapped child in the family contributes markedly to marital stress (Hanid & Harvey 1978) and this, in itself, is associated with an increased incidence of childhood behaviour disorders. Parental care and affection may be diverted to the handicapped child whose normal siblings may then feel rejected or even responsible for the handicapped member of their family. Such children sometimes respond with aggressive and attention-seeking behaviour (Bentovim 1972 , Kew 1975 . The Honeylands Project in Exeter is an enabling service which helps families care for handicapped children at home with the minimum detriment to the quality of family life (Brimblecombe 1977) .
Social factors

Family
Children need to feel loved and secure, wanted and respected, if they are to develop into independent and confident adults. They also need to love, respect and please those with whom they live. Any life-style that undermines this may predispose to the development of behaviour problems. Extreme parental criticism, rejection and hostility may precipitate aggression and conduct disorders. This is also true of a family environment characterized by tension, disharmony and conflict. Unkindness, constant criticism, ridicule and inappropriate high expectations can undermine a child's belief in himself to such a degree that childhood neurosis results.
The incidence of behaviour disorders is greater in the children of unhappy marriages where there is constant quarrelling and discord. Broken homes are associated with an increased risk of delinquency and antisocial behaviour (Rutter 1971 ). This does not apply to emotional disorders to the same extent. This risk 'is highest if the home has been broken through parental separation or divorce rather than by death (Gibson 1969) . Antisocial disorders and delinquency are more common in unhappy unbroken homes than they are in harmonious but broken ones (McCord & McCord 1959) .
Family discord and disharmony that impinges directly on the child is especially likely to contribute to the development of unacceptable behaviour. Denigration of the other parent and disputes over custody and access are particularly harmful. The children of one-parent families are more likely to have behaviour problems. It is not clear whether this is because the child has only one parent or because other predisposing social factors are more common in one-parent families. Illegitimacy, separation, divorce and death !1lay be the cause of the one-parent family and these factors are also associated with a higher Incidence of behaviour disorder.
Children of working mothers have no greater incidence of behaviour problems than those whose mothers remain at home (Wallston 1973) .
Housing
Overcrowded housing is associated with an increased incidence of behaviour disorder. Rehousing the family in another area is not always the best answer as a move from friends and relatives may lead to social isolation and further stresses.
The incidence of emotional and conduct disorders in children living in inner London was twice that of those living on the Isle of Wight (Rutter, Cox et al. 1975 , Rutter 1977 . This difference was related to the greater likelihood of London children coming from overcrowded, unhappy homes with ill or deviant parents.
School
The incidence of behaviour disorders is greater in primary schools with higher rates of pupil and teacher turnover . . There is an association between reading retardation and antisocial behaviour; delinquency IS possibly a maladaptive response to educational failure (Rutter et at. 1970) .
Adoption
More adopted children attend child psychiatric clinics than one would expect (Hersov 1977) . It is not clear whether this effect is due to the process of adoption itself or to differences in parental attitudes, expectations and behaviour.
Roleof the general practitioner
Presentation
The most obvious presentation to the general practitioner is for the child to be brought by a parent because his behaviour is unacceptable to parents, teachers or to society in general. Occasionally this behaviour can be considered as a variation in the normal development of the child. The general practitioner must decide how much this is so, and the extent to which he must become involved with each individual child. For example, all children suffer from disturbed sleep at some time in their development, and in 40% this creates difficulties for parents (Seiler 1972) .
In some children the presentation may be less obvious and with a physical symptom whose basis is emotional rather than organic (Apley et al. 1978) . How much the doctor recognizes this depends on his own attitudes and awareness. However, such recognition is important, as investigation and treatment for only an organic cause will fail to alleviate the child's symptoms and may have the harmful effect of reinforcing his neurotic behaviour.
The general practitioner is one of the best people to care for these patients, for his relationship with them, and their families, is a continuing one over an extended period. Over this time he collects information, makes observations and monitors progress. He is readily identifiable and easily accessible. He knows much of the child's environment within and outside the home, and he is aware of the child's previous medical history and those of the other members of the family. Such knowledge helps him recognize at an early stage those factors Which may precipitate illness so that he can take appropriate preventive action.
A disturbed child is often a symptom of a disturbed family and the general practitioner looking after a child with a behaviour problem rarely has just the one patient from that family. He cannot fail to acquire knowledge of the interpersonal stresses that exist between them all. Nevertheless, only a small proportion of families who need help actively seek it. Why should this be? Perhaps some parents fail to realize that their children have behaviour disorders. Others may be reluctant to admit that there is a problem that could be classified as psychiatric, or which they may consider could be due to their own failure as parents. Some may be unaware that help is available or are unsure where to seek it. The general practitioner is in a good position to identify those children who are most at risk and is able to offer help before being asked for it.
What does the doctor do?
The aim of treatment is not simply to correct unacceptable behaviour, although this is the reason these children are brought to the doctor. His therapeutic aim must be much wider than this. He must help the family provide a more stable, secure and consistent environment for the child. An environment in which they can all live together happily, if possible loving and respecting each other, but at least accepting each other's imperfections and tolerating each other's mistakes. Perhaps by then the child's behavioural symptoms will have disappearedbut they may not, and may have to be accepted by all concerned. All, doctor included, must realize from the beginning that this process may be prolonged and that the responsibility for a successful outcome is not the doctor's alone.
The traditional response of history, diagnosis and treatment, whilst speedy, is not effective in this context. The issuing of a prescription terminates the consultation in every way. It despatches the patient from the consulting room and blinds the doctor to the psychosocial implications of his patient's problems.
Having listened carefully to the child and his parents, the doctor must acknowledge clearly that their consultation with him is appropriate and that he is prepared to help. Often the child has been brought unwillingly to see him, and indeed may have been threatened with such a confrontation as a punishment. The parents too may have come reluctantly, possibly pressurized to do so by neighbours, relatives, school teachers or even the police. The doctor's initial approach, therefore, should be one of acceptance, being critical of neither child nor parents and in no way taking sides in any of the battles currently waging within the family. He must not give the impression of apportioning blame, as this provokes defensive reactions. The visit may have cost much in terms of self-respect and, having exposed the skeletons from the family cupboard on this one occasion, all may be looking for the excuse to quickly shut them away again.
It is often encouraging in the early stages to inform the family of the famous people in history, such as Conan Doyle, John Hunter, Charles Darwin or George Bernard Shaw, who were all considered to have been difficult children, yet who became successful later in life (Illingworth & Illingworth 1966) .
Somehow the doctor has to acquire an understanding of the interpersonal dynamics within the family and, if possible, must reflect this back to the members of that family so that each can see for himself how his own behaviour affects that of the others. By adopting an unstructured counselling style, the doctor can provide opportunities for the child and his parents to express their own fears and worries overtly to him, and at the same time to each other and to themselves. In this way all will come to understand the origins of their difficulties.
This may take a considerable time but the organization of many practices makes it possible for the child and his parents to be seen together or alone at frequent intervals. On occasions it may be relevant for siblings or grandparents to attend. Initially the child may need to be seen for 10 or 15 minutes four or five times a week, but gradually less frequent intervals will suffice. In my experience I have found this more useful than one intensive session for an hour or longer less often.
Besides emotional support, the general practitioner can help in more material ways. There may be difficulties with housing and finance; there may be a need for nursery schooling for younger children to relieve pressure on an overtaxed mother; contraceptive advice may also be required. The general practitioner is able to arrange this himself, or he can refer the family for help to other agencies such as local authority social service departments.
The general practitioner and the child psychiatrist
The referral of a child to a child psychiatrist is a rare event, and occurs as a result of less than one-half percent of consultations with children (Bailey et al. 1978) . Most children with emotional disorders can be cared for totally within general practice. Indeed, this is the most desirable arrangement. The disadvantage of referral is that it often has the effect of removing the child from the care of the general practitioner. At least his responsibility becomes dilutedindeed on occasion everybody's responsibility may become so diluted that in the end nobody IS responsible at all-and a collusion of anonymity results (Balint 1964). Also, the child and his parents may see such referral as an indication that the general practitioner is no longer Interested in helping and may feel rejected by this.
A joint consultation between the general practitioner and the child psychiatrist in the patient's home or the doctor's surgery would be ideal (Haldane 1972) . Unfortunately this is not always possible -indeed in some areas general practitioners do not have direct access to a child psychiatrist. Referral has to be made first to the general paediatric clinic and a decision is made there as to whether or not referral to a child psychiatrist is appropriate. This is unfortunate as it dilutes still further the responsibility for the care of the child, and the referral from the paediatrician to the child psychiatrist is often seen by the family as yet another rejection of their problem.
There are two main indications for referral. The first is when the general practitioner feels that his progress with the family has been poor. He looks to the child psychiatrist for suggestions as to how he should proceed in the future; on rare, but not all, occasions it may be appropriate for the child psychiatrist to become actively involved in further care. The other indication would be severe psychiatric illness of a type rarely seen by general practitioners. This would include children with childhood autism or adolescent schizophrenia, hyperkinetic children and the adolescent with severe anorexia nervosa. Howells has estimated that psychosis accounts for less than 1%of children seen at child psychiatric clinics (Franklin 1976) . All children in whom a psychotic illness is suspected should be seen by a child psychiatrist.
A plea for the future The managment of childhood behaviour disorders contributes much to the rest of the general practitioner's work, for it is a window into the family and the health of all its members. Yet an understanding of human behaviour is something for which little provision is made in our medical education. In many families the amount of unhappiness caused by, or responsible for, the unacceptable behaviour of children is unknown. Not all such difficulties are brought to doctors and even when brought pass unrecognized or unhelped.
Doctors are ill-prepared to cope with behaviour disorders -our medical education has been based on the traditional diagnosis and treatment of physical disease. To date little space has been found in the medical curriculum for normal human behaviour and development. Yet our pa~ients reasonably expect us to help when they cannot cOI?e with the behaviour of their chtldren. We must prepare those entering our profession for this task and promote In them the skills and attitudes necessary to understand the behaviour of individual children and their Parents.
No children are perfect, neither are parents, and I have yet to meet the doctor who is. But of the three, I wonder if it is we, the doctors, who need most help.
